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backwards restores the normal contour of the parts; this, however, is much 
more difficult than formerly, and may ultimately result in permanent so- 
called partial dislocation. 

Practically, the early recognition of the trouble in question is of prime 
importance, since the prognosis of a dislocation will vary greatly according 
as nerve injury be or be not present. It is, and for some time has been, 
my custom, within a week after the receipt of an injury to the shoulder to 
remove all bandages, and cause the patient to execute sucli motions as 
necessitate the use of different portions of the deltoid muscle, the better to 
corroborate my diagnosis; for a patient will receive, shortly after an acci¬ 
dent, an unfavourable opinion with a certain amount of equanimity, while 
the same opinion delivered two months later for the first time, will subject 
the surgeon to much possible criticism as to “ why he did not find out 
sooner what was the matter?” All the more advisable is it in view of 
Case 2 to examine for paralysis when there has been no dislocation. 


Article VI. 

Ox Abdominal Draixaok of Adherent Portions of Ovarian Cysts 
AS A SUBSTITUTE FOR COMPLETED OVARIOTOMY. By LEWIS A. StIMSON, 
M.l) , Surgeon to the Presbyterian Hospital, New York. 

A few weeks ago it was my fortune to witness an operation under¬ 
taken for the removal of an ovarian cyst by one of our most experienced 
and skilful gynaecologists, to be present at the death of the patient four 
hours afterwards, and to share in the grief caused by the loss of one whose 
life had been spent in unselfish devotion to others and whose watchfulness 
kept want and care from many sick and feeble. 

Death, in all its forms, is only too familiar to the physician, but when 
it follows with brutal haste upon an attempt to relieve, undertaken confi¬ 
dently after mature deliberation, guided by full knowledge and experience, 
and executed with precision and skill, it forces upon us a crushing sense 
of responsibility and renews the conviction that our art may sometimes be 
more potent for harm than for good. If a rule of conduct is to be drawn 
anew from that sense and that conviction, it is not that we must refuse to 
interfere, but that we must learn from our reverses, enlarge our knowledge, 
and improve our methods. The maxim that our first duty is to do no 
harm —primum non nocere —is not intended to reduce us to the rank of 
simple spectators; it is to stimulate us to attain greater accuracy in diag¬ 
nosis, greater skill in treatment, and quicker perception of indications. 
In the hope of furthering those objects I have ventured to follow out some 
lines of thought suggested by this case, which presented some of the most 
serious complications of ovariotomy. 
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The patient, 38 years of age, had an ovarian tumour which had grown 
in four years from the size of a duck’s egg to that of a three months 
gravid uterus. She had suffered much from peritonitic and uterine 
trouble, and five weeks before the operation had a sharp, though short, 
attack of peritonitis which was followed hv rapid increase of the cyst and 
by a low fever, which confined her to the bed for four weeks. The fifth 
week was spent in an attempt to improve her general condition, but, as 
the tumour continued to increase and the distress was great, further delay 
was considered unjustifiable, and the patient was placed upon the table 
eager for the operation and happy in the hope of a permanent and com¬ 
plete cure. When the peritoneum was reached it was found thickened 
and vascular and closely adherent to the sac. The adhesions, which occu¬ 
pied an area extending to the umbilicus above and to a distance of three 
inches on each side of the incision, were torn with the fingers and steel 
sound. In accomplishing this the sac was ruptured and was then emptied 
of its thin purulent contents by turning the patient upon her side. The 
sac, which had a capacity of about three quarts, was forcibly separated 
from some adherent intestinal loops and partially removed, its deeper por¬ 
tion being treated as a pedicle and fastened into the abdominal wound by 
transfixion with three of the silver sutures used to close that wound after 
the peritoneal cavity had been cleaned. The entire operation, including 
the dressing, occupied about three-quarters of an hour, and at its close 
the operator expressed the opinion that peritonitis would certainly super¬ 
vene and prove fatal. The patient was taken from the table pulseless and 
remained so until her death, four hours afterwards. 

The fatal issue was, of course, the result of shock ; hut, leaving aside 
that point for the moment, let us consider the facts which were the basis 
of the grave prognosis given at the close of the operation, that of a prob¬ 
ably fatal peritonitis, a prognosis amply justified by recorded experience. 

These facts, exclusive of those belonging equally to every ovariotomy, 
were the existence of extensive adhesions and the purulent character of 
the contents of the sac. The latter was more than suspected before the 
operation was proposed, and its principal importance seems to lie not in 
itself but in its consequences antecedent to removal ; that is, in the dete¬ 
rioration of the general condition of the patient and in the adhesions to 
wdiich the inflammatory process, associated with the suppuration, gives 
rise. In itself, suppuration of the sac is not a cause of peritonitis after an 
operation, unless the pus should escape into the peritoneal cavity and not 
be entirely removed therefrom. In this case the pus did not come into 
contact with the peritoneum, and the source of the danger must therefore 
be sought in the adhesions. 

All authorities agree in considering the existence of adhesions a com¬ 
plication, the gravity of which varies directly with their number, extent, 
and solidity, because of the danger that their rupture may excite perito¬ 
nitis, or that the bleeding from their torn vessels may lead to septicaemia. 
The danger lies not in the existence of the adhesions, not in the ante¬ 
cedent inflammation or irritati<Tn that has caused them, but in their rup¬ 
ture, in the possible spread of the new inflammatory process set up by the 
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local injury. Indeed, many surgeons consider that the processes which 
produce the adhesions modify at the same time the remaining surface of 
the peritoneum and render it less liable to take 'on acute inflammation, so 
that if it were not necessary to separate the surfaces thus adventitiously 
united the danger of ovariotomy would be less when adhesions exist than 
when they do not. Dr. Peaslee 1 quotes in this connection Dr. J. Clay’s 
statistics showing that the mortality when there were no adhesions was 
30 per cent., when there were slight adhesions 40 per cent., extensive 
adhesions 50 per cent., and extensive adhesions requiring ligatures 70 per 
cent. Koeberle’s statistics, quoted also by Peaslee, give a mortality of 15 
per cent, when there were no adhesions, 19.8 per cent, with slight adhe¬ 
sions, and 45.5 per cent, with grave adhesions. It is not easy to accu¬ 
rately tabulate reported cases with reference to this point because of the 
insufficiency of detail concerning the extent and character of the adhe¬ 
sions, but I have tried to draw some, conclusions from the three hundred 
cases of ovariotomy reported by Mr. Spencer Wells in Vol. lx of the 
Medico-Chirurgical Transactions, 1877. 2 These are the three hundred 
following his first five hundred cases. The rate of mortality in cases in 
which the presence of adhesions of any character is noted is more than 
one-half larger than in those cases in which there were no adhesions, and 
this increase is due to peritonitis, septiciemia, or exhaustion ; in other 
words, to conditions originating in the greater violence inflicted upon the 
patient. Many of the adhesions must have been of the kind described 
by Dr. Peaslee as “ physiological,” in distinction from “ pathologicalthat 
is, slight non-vascular adhesions due to prolonged contact of two surfaces 
without inflammation. As their rupture involves no bleeding or violence, 
their rate of mortality is probably nearly as low as that of uncomplicated 
cases, and therefore the rate of mortality of the tougher “ pathological” 
adhesions would be correspondingly higher than the average, 80.8 per 
cent., of the two combined. Upon this point, unfortunately, we can got 
no positive information from the statistics. The adhesions in Mr. Wells’s 
table are described simply as “parietal,” “intestinal,” “omental,” 
“pelvic,” etc., and, if we assume that in the cases in which two or more 
of these terms are used together the adhesions were tougher and more 
extensive than in those in which only one term is used, we have 7G cases 
of compound adhesions furnishing 28 deaths, a mortality of 36.8 per cent.; 
and if we take 3 cases in this table in which the adhesions were certaitdy 
very extensive and strong, we have a mortality of 66.66 per cent. ; or, 

1 Ovarian Tumours, p. 377 

s No. of 

cases. 

No adhesions . .128 

Adhesions . . .172 


Deaths from septi¬ 
caemia, peritonitis, 
or exhaustion. 

18 = 14 per cent. 
47 = 27.3 “ * 


Deaths from 
other caused. 


Total deaths 

6 24 = 18.7 percent. 

6 53 = 30.8 “ 


300 


77 = 25.66 per cent. 
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adding to them 3 similar cases that have come under my own observation, 
G cases with 5 deaths. 

It is unnecessary to dwell longer upon this point. The danger of tear¬ 
ing firm adhesions is thoroughly understood, and the writers upon ovari¬ 
otomy, appreciating this danger, have even declared distinctly and 
repeatedly that, as no man can surely foresee the condition of the sac 
and its relations with the wall and viscera, the abdominal incision must 
always be regarded at first as merely an exploratory one, to be merged 
afterwards into an ovariotomy if the conditions disclosed by it justify 
that operation. This is sound advice, but it does not seem to be often 
embodied in practice, if we can judge from the scantiness of the records 
of abandoned operations. The reasons tire not obscure. No rule of prac¬ 
tice has been laid down for guidance in these cases except in vague and 
general terms. We are told that if the adhesions are “ too extensive” 
the removal must not be attempted; but how is the operator to know 
whether they are or are not “ too extensive” ? lie may learn of the pre¬ 
sence of the deeper ones only after he has torn those which lie near his 
incision, and then comes the natural reflection that he has already gone 
too far to turn back. On ne va jamais si loin que quand on ne salt ou 
Von va. No one likes to abandon an attempt, to confess his powerlessness; 
and there are enough instances of rare success under unfavourable condi¬ 
tions to encourage an operator to persevere when once fairly committed 
to the attempt; false beacons that serve to wreck and not to save. If the 
case does well, the surgeon congratulates himself; if it does ill, he con¬ 
soles himself with the thought that the fatal issue was inevitable. More¬ 
over, he seems to have no alternative. He must either give the patient 
the slight chance which the completion of the removal offers, or he must 
abandon her to her fate. But is that the only alternative, and is that 
abandonment as hopeless as it sounds? Mr. Wells’s experience casts a 
light, even if a feeble one, upon this question. In the seven years follow¬ 
ing I 860 he abandoned the operation or left it incomplete 19 times for 
various reasons . 1 

In 3 of the cases the cyst was tapped and the abdominal wound closed; 
the recorded result is “ relieved as after simple tapping.” 

In 7 cases of partial removal all died. 

In 2 cases, one of ruptured cyst and adherent dendritic tumour, the 
other of adherent papilloma of both ovaries, the interference was restricted 
to cleaning the peritoneal cavity ; the patients recovered. 

In 1 case of ruptured cyst, with cancerous nodules all over the perito¬ 
neum, the liquid was removed from the peritoneal cavity, and the patient 
died on the 30th day. 

In 6 cases he emptied the cyst and fixed it to the edges of the abdominal 


1 Table quoted by Peaslee, loe. cit. p. 393. 
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incision in such a manner that its permanent drainage was assured ; 2 of 
these G died, on the 4th and 20th days. 

Tf we group these nineteen cases in three classes of (1) abandonment, 
(2) partial removal, and (3) substitution of drainage for ovariotomy, we 
have six cases of abandonment, of which only one, and that a case of 
generalized cancer, died ; the others were “relieved,” and of one of them 
it is said that she was improving in health and strength five months after¬ 
wards. 

Even if we admit that this relief was only temporary, and that all suc¬ 
cumbed ultimately to the progress of the disease, this result is much to be 
preferred to that of the second class, which gives seven cases of partial 
removal with seven deaths. 

The third class contains six cases in which the adhesions were left un¬ 
touched, and the sac treated hy permanent drainage through the abdominal 
incision ; of these, two died and four were cured (not merely relieved), a 
mortality of 33.3 per cent., which is less than that, 30.8 per cent., of the 
completed operation in the 70 cases of compound adhesions mentioned 
above. 

It is usual to speak of permanent drainage of an ovarian cyst as a very 
fatal procedure, and, so far as I have been able to learn, it is rarely re¬ 
sorted to; but Dr. Thomas 1 says of it that a certain class of cases can be 
treated in no other way, and that “it offers a chance of.permanent cure 
almost equal in proportion to two out of three,” an estimate which cor¬ 
responds exactly with that just drawn from Mr. Wells’s statistics. He 
also gives 2 Scanzoni’s record of fourteen cases of drainage through the 
vagina, of which eight were cured, two relapsed in a few weeks, three 
were lost sight of, and one died of typhoid fever two months after the 
operation. Dr. Peaslee 3 furnishes similar testimony ; he quotes six cases 
treated by Dr. Noeggerath by permanent drainage through the vagina, 
with five cures and one death, and says “I regard this operation (Dr. 
Noeggerath’s) as being of the highest value in those cases of ovarian cysts 
to which, on account especially of adhesions, ovariotomy is not applicable.” 
It does not appear in his analysis why this operation is not equally appli¬ 
cable to many other less complicated cases, for its mortality, 1G.GG per 
cent., is less than that, 18.7 per cent., of ovariotomy even under the most 
favourable conditions, and there is nothing to indicate that the survivors 
were not completely cured. Apparently the subsequent record of this 
operation has not been so favourable, for Dr. Thomas, writing four years 
later, says Dr. Noeggerath’s “success has not been encouraging thus far, 
but he is favourably impressed in regard to the plan, and attributes his 
unfavourable results to the fact that the cases upon which he has operated 
have most of them been complicated by malignant or other serious disease.” 


1 Dis. of Women, pp. 712 and 713, 4th edition, 1876. 
= Loc. cit. p. 70S. 3 Loc. cit. p. 221. 
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The reason for the preference of ovariotomy is possibly more moral than 
surgical, and in a measure the unconscious outcome of natural impulses in 
the mind of the surgeon rather than of the indications furnished by the 
disease. The career of ovariotomy has been so rapid and brilliant, its 
results have been so favourable when compared with those of previous 
non-interference, and the stimulus to seek a share in the fresh triumph is 
so great, that it is only natural for a surgeon to perform the operation 
when the opportunity presents itself, and to be satisfied that he has done 
his duty by his patients if his rate of mortality does not exceed the recorded 
average which he is only too willing to accept as the measure of the in¬ 
evitable results of causes inherent in the disease or operation and beyond 
his control. 

Meanwhile nothing is done to diminish this average. Dr. Thomas 1 has 
pointed out very forcibly the advantages which experience gives in this 
operation, but Mr. Wells’s last 300 cases show a higher rate of mortality 
than the preceding 300. He explains 2 this on the theory that the practice 
of ovariotomy having become more general, he receives from other practi¬ 
tioners a larger proportion of the more unfavourable cases and a less pro¬ 
portion of the simple ones, and also because he has substituted simple 
tapping for ovariotomy in many simple uncomplicated cysts ; and, finally, 
because, encouraged by some unexpected successes, he has accepted the 
slight chance ottered by an operation in some cases which he would 
formerly have considered absolutely hopeless. There is reason to think 
that these influences would be fully compensated for by the fact that his 
success and increasing reputation would tend each year to bring cases to 
him at an earlier period in their course, and therefore enable him to select 
his time and operate with a greater chance of success, llis statistics do 
not give sufficient details to enable us to determine the character of the 
complications, but if we arrange the successive hundreds according to the 
existence or non-existence of adhesions, we have the following table :— 


NO ADHESIONS. ' i ADHESIONS. 

I ! 



Cases. 

Deaths 

Mortality. 


Cases. 

Deaths 

Mortality. 

Total. 

1st 100 

36 

13 

3G.1 per cent. 


64 

21 

32.8 per cent. 

34 

2d 100 

34 

4 

11.7 


65 

23 3 

35.3 “ 

27 

3d 100 

34 

6 

17.6 “ 

66 

16 

24.2 “ 

22 

4 th 100 

41 

6 

14.6 “ 


59 

16 

26.9 “ 

22 

5th 100 

43 

8 

1S.G “ 


57 

11 

19.3 “ 

19 

6th 100 

7 

13 

27.6 “ 


53 

16 

30.1 “ 

29 

7 th 100 

41 

6 

14.6 “ 


59 

18 

30.5 “ 

24 

8th 100 

40 

5 

12.5 “ 


60 

19 

31.6 “ 

24 


1 Loc. cit. p. 740. 3 Medico-Chirurgical Trans., vol. lx., 1877. 

* Exclusive of a case in which death, attributed to “ cancer,” occurred six weeks 
after the operation. 




94 Stims ox, Drainage of Adherent Ovarian Cysts. [July 

which, if it can be relied upon to show anything, shows that the number 
of complicated cases in the last 300 is 172 as against 182 in the 300 just 
preceding, and that the fatal cases among these were respectively 53 and 
43. Even if we accept his first and third reasons as a sufficient explana¬ 
tion of this increase, we cannot admit that there is anything in the record 
to show that his experience had enabled him to obtain a greater degree of 
success in the treatment of adhesions at the termination of his active 
career as an ovariotomist than shortly after its beginning. 

Dr. Peaslee 1 writing in 1872 says: “the great desideratum, therefore, 
at present is an improved method of treating them” [adhesions]. But 
that improvement has not come. We possessed then all the means we 
possess now: ligature, cautery, styptics, acupressure; and Mr. Wells’s 
300 operations performed since that date show a greater mortality in this 
class than the preceding 300. It is not probable that any man will ope¬ 
rate more frequently than Mr. Wells has done, and even if one should do 
so it is not to be expected that even a hundred additional operations 
would teach him anything that he has failed to learn from eight hundred. 
The conclusion then seems to be unavoidable that ovariotomy must be 
fatal in about one out of every three cases complicated by adhesions, if 
those adhesions are torn and treated by the means now at our disposal. 
This is a very serious mortality and, as I have already pointed out, is not 
materially less than that on which Dr. Thomas 5 characterizes drainage of 
the sac as too dangerous ever to become popular. 

It is true that much better results have been obtained by Dr. Keith, of 
Edinburgh, and by Mr. Thornton, the pupil and successor of Mr. Wells at 
the Samaritan Hospital, and that under the impulse given especially by 
the former the complete Lister method has been adopted in the last four 
months by ovariotomists with an enthusiasm that recalls its adoption by 
general surgeons a few years ago. Dr. Keith’s statistics, published in the 
British Medical Journal for January 5, 1878, show a most remarkable 
success, and one that has increased regularly with each succeeding set of 
50 eases, the mortality of the first 50 being 11, that of the fifth 50 only 4. 
In seven years lie has not lost a single case of simple ovariotomy uncom¬ 
plicated by adhesions, and his record is all the more remarkable for the 
fact that the presence of adhesions is noted in a much larger percentage of 
cases than in Mr. Wells’s statistics. This success was obtained practically 
without the Lister method, for this method was used in only 21 of his last 
set of 50 cases, and of these 2 died, so that his estimate of its value is 
rather in the nature of a prophecy than of a deduction from experience. 
Moreover, in a later article ( Ibid ., October 19, 1878), in which he 
gives a table of 49 cases treated antiseptically with only 2 deaths, he says 
“the mortality of ovariotomy has with me got less and less every year 


Loc. cit., p. 393. 


’ Loc. cit., p. 712. 
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since I began it, till in the year before antiseptics it bad fallen to 5 per 
cent.,” a percentage which is only 1 greater than that obtained afterwards 
by the use of antiseptics. He attributes his success to drainage by large 
glass tubes, cauterization of the pedicle (for which however he substituted 
the damp in 10 of the fifth 50 cases), the use of compression-forceps to 
prevent loss of blood, and to the use of ether instead of chloroform. All 
of these measures are and have been in use by other surgeons, and yet the 
general results, so far as can be judged in the absence of statistics, are far 
below Dr. Keith’s. It seems probable that his success is a personal one, 
one due to the man rather than to the method, the result of a devotion 
and enthusiasm which are indicated in the fact that most of his cases were 
treated in a private hospital established by him and maintained mainly at 
his own expense. 

I am a thorough heliever in the value of the complete Lister method, 
but I do not think the propriety of depending upon it in all eases of ova¬ 
riotomy is yet established; and there are reasons for thinking that the 
prolonged exposure of the peritoneum to the carbolized spray and the car¬ 
bolic solution may have consequences as serious ns the septicaemia which 
may thereby be averted. Mr. Lister himself, in commenting on Dr. 
Keith’s last paper (Brit. Med. Journ., Nov. 1878, p. 738), confines himself 
to the cautious statement that while he had formerly advised against the 
use of his method in ovariotomy, through fear of the irritation of the peri¬ 
toneum, he now expected greater safety in small operations from the use 
of the spray. Any one who has experienced the irritating effect of the 
spray upon his own hands may well dread its influence upon the more sen¬ 
sitive peritoneum, and when we remember that simple washing of the body 
with the carbolic solution for the cure of scabies has caused death three 
times by carbolic poisoning ( Von Langenbeck’s Archil-, vol. xxiii), we 
may well hesitate to incur the risk of the same absorption by the much 
more actively absorbent peritoneum. 

A striking proof that the Lister method is not in itself sufficient to pro¬ 
duce exceptionally excellent results is shown incidentally in Dr. Keith’s 
last article, by the statistics of four German ovariotomists, who lost 33 out 
of 155 cases treated antiseptically, a mortality of over 21 per cent. 

Let me now repeat the somewhat scanty statistics of drainage as an in¬ 
troduction to the question of the propriety of systematizing it and substi¬ 
tuting it for ovariotomy when the sac is adherent. Mr. Wells drained the 
sac in 6 cases, after having found the adhesions too firm to admit of removal; 
of these 2 died, one on the 4th, the other on the 20th day. Dr. Noeggerath 
established permanent drainage through the vagina 6 times, with 5 cures 
and 1 death. Scanzoni did the same 11 times without a death, and 3 
times without known result. Dr. Thomas gives a table of 33 cases of 
drainage through the abdominal wall with 12 deaths (36.3 per cent.), but 
he offers it only as an imperfect report on account of the difficulty of dis- 
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tinguishing between drainage and simple tapping, and he adds, “ In some 
cases the entire sac was filled with pledgets of lint saturated with caustic 
solutions; in some, threads of worsted or other substances were rolled into 
balls, dropped into the sac, and the ends allowed to hang out of the in¬ 
cision,” measures which certainly were not likely to diminish the danger 
of the operation, and, if used at all, should have been reserved until the 
sac had contracted. 

The mortality of Mr. Wells’s cases may be safely taken as the maximum, 
because the adhesions, being of the firmest and most extensive kind, must 
have opposed the contraction of the sac and prolonged the period of sup¬ 
puration, and because drainage was undertaken only after the abdominal 
cavity bad been exposed to the air, and its contents manipulated. The 
cases combine therefore the dangers of laparotomy associated with explo¬ 
ration and possible rupture of the adhesions first encountered, and those 
peculiar to prolonged drainage. It is not unlikely that in the case which 
died on the 4th day the fatal issue was due to the exploration and not to 
the drainage, and that if the sac had been drawn immediately into the ab¬ 
dominal incision, stitched fast there, and then drained, the residt would 
have been different. I have but little hesitation in expressing the opinion 
that a sac adherent to the abdominal wall on each side of the incision 
could be safely treated in the great majority of cases by simple incision 
and drainage, especially under antiseptic rules, for such a method would 
involve no injury to, or exposure of, the peritoneum, and the sac would 
shrink and close like an ordinary abscess. I believe also that a cyst not 
adherent at this point could be drawn into the incision as soon as it pre¬ 
sents, fixed there, opened and emptied, its character and relations with the 
viscera satisfactorily determined by the hand introduced into its cavity, 
and then treated either by ovariotomy or by drainage, according to the 
light furnished by that examination, with a larger measure of success than 
is now the rule; for the exploration would not increase the danger of the 
operation in the cases in which ovariotomy should be afterwards resorted 
to, and it would prevent its performance in those cases which now give it 
the highest rate of mortality, and substitute for it a much less fatal method. 

This is not a proposal to substitute drainage for ovariotomy in all cases. 
It is only an amplification of the principle laid down by all writers that 
the abdominal incision must be made as an exploratory one ; it is an at¬ 
tempt to insure the making of that exploration, and a proposal to substitute 
exploration from within the sac for exploration outside of it; and, finally, 
to restrict ovariotomy to the simpler cases, and substitute drainage for it 
in the complicated ones. 

If the surgeon’s first act is to break up firm vascular adhesions it cannot 
be properly called an exploration, and yet the cases in which this is done 
are the very ones in which a real exploration is most necessary. In many 
cases, especially of single cysts, it must be possible to learn all that needs 
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to be known of the character and relations of the tumour from within the 
sac. Dr. Thomas’ says of Simon’s method of exploration through the rectum 

luctL vjj lb llic x~..vilLninfci ja fciuiuicu n_> uuju luc uviilics UfciHCta lhu inuiuu 

and finger and appreciate their size, consistence, and smoothness; to dis¬ 
cover tumours of the uterus no larger than a cherry; to ascertain the 
length of the pedicle of an ovarian cyst, and the freedom from attachments 
of the cyst itself.” What is possible to his skilled touch acting under such 
unfavourable conditions must he within the power of any hand moving 
within a sac whose cavity is so much larger and whose walls are usually no 
thicker than those of the rectum. Even if this exploration should require 
more time than is usually given to this stage of the operation the patient 
is not harmed by the delay, for the sac fills the incision completely, and 
the peritoneum is not exposed to the air. Any such delay would he fully 
compensated for afterwards, for no time would need to he spent in arrest¬ 
ing bleeding from torn adhesions or in cleaning the peritoneum, and the 
two principal causes of peritonitis and septicaemia would he avoided, for 
the peritoneum would he subjected to no violence, and no blood would 
escape into its cavity. 

The operative procedure would ho :— 


1. Incision of the abdominal wall in the usual manner. 

2. Introduction of a trocar, removal of enough of the contents of the sac 
to allow it to be drawn into the incision and fixed there by two long pins 
passed through it at the level of the upper and lower ends of the incision 
and resting transversely upon the skin. 

3. Incision of the sac between the pins, and removal of its remaining 
contents. 

4. Introduction of the hand into the sac, and determination of the pre¬ 
sence or absence of adhesions. If adhesions to the movable viscera cannot 
he recognized positively in this manner, they can be de t'isu by drawing 
the sac partially out through the incision until the adhesions come into 
view, or by the conjoined use of the steel sound in the usual manner. 

5. If no adhesions exist a complete ovariotomy is made; if adhesions of 
any strength exist the free portion of the sac is excised, and the edge of 
the remainder stitched to a portion of the sides of the abdominal incision 
so as to leave this portion of the sac in the shape of a pouch with an open 
mouth through which one or more drainage tubes are introduced ; the re¬ 
mainder of the abdominal incision is closed in the usual manner. 

If adhesions exist at widely distant points the intermediate portion of 
the sac is withdrawn and excised, thus leaving two or more separate 
pouches instead of a single one. If the sac is firmly adherent along the 
line of the abdominal incision, advantage should be taken of the fact to 
complete the operation without opening the peritoneal cavity by pinching 


1 Loc. cit. p. 65. 
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up the non-adherent portions and inverting them, if possible, through the 
incision. 

In multilocular cysts each successive sac may be broken into and emp¬ 
tied through the first, as Mr. Wells recommends for tapping during an 
ovariotomy, and as Dr. Thomas 1 practised in a case his treatment of which 
combines most of the procedures I have here urged. This case, in fact, is 
such a notable example of the value and innocuity of these procedures 
(although Dr. Thomas drew a different inference) that I cannot do better 
than quote it in their support, and, with all deference, appeal from his 
judgment of 1875 to his judgment of 1879. He says :— 

“ I made an abdominal incision, to remove a cyst, and upon tapping found its 
contents so thick and contained in so many sacs, that 1 had to incise the main 
sac and introduce my hand to empty them. The tumour was found so firmly 
adherent to the liver, large intestines, and parts adjacent to the large blood¬ 
vessels on the spine, that its removal was entirely impossible. I therefore 
evacuated all the cysts, sewed the cyst-walls to those of the abdomen, closed the 
abdominal wound in part, and afterwards used antiseptic injections and drainage. 
The patient died on the twenty-first day, of pneumonia. Had I not done this, 
what other resource would have been open to me by which to give the patient 
even the smallest chance for life?” 

He could scarcely have done better under any circumstances, for he 
practically saved his patient’s life, and the case deserves to be placed with 
the four successful ones under somewhat similar conditions, quoted above 
from Mr. Wells’s table of incompleted or abandoned ovariotomies. He 
secured his patient from the three great dangers of shock, peritonitis, and 
septicaemia. The pneumonia which killed her might have followed any 
operation, or might even have been entirely independent of it. I do not 
see how any treatment could have been more in accordance with the best 
surgical principles, unless possibly in the one detail of discovering the 
adhesions from within the sac, instead of from the outside, as I presume 
was done. He did no injury to the peritoneum, he caused no bleeding 
within its cavity, and he provided for a permanent cure by draining the 
sac and keeping it aseptic. 

Such are the advantages of permanent drainage. What are its disad¬ 
vantages ? The objections urged against drainage through the vagina, 
notwithstanding its success, are not applicable to drainage through the 
abdominal wall, for they are objections of detail based upon operative 
difficulties which disappear in the presence of free access to the cyst. 
Kiwiscli, quoted by Dr. Thomas, says of vaginal drainage : “ In our 
opinion it is only of use in moderately large simple cysts, because in very 
large cysts the extensive decomposition must be very exhausting to the 
system, and compound cysts do not allow of a proper shrivelling of the 
open sac, as we experienced in a fatal case, in which two cysts were in 
juxtaposition, and only one could he punctured.” In operating through 
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the vagina the surgeon can do nothing hut tap the portion of the turrWlp 
which presents, and he is helpless in the presence of multilocular or com¬ 
pound cysts; in operating through the abdomen the entire tumour is 
within his control, and if there are numerous cysts they can be succes¬ 
sively emptied into the first, and the obstacle to the shrivelling of the sac 
removed. The drain of “ extensive decomposition” is prevented by the 
excision of as much of the sac as can be drawn out through the wound, by 
more thorough drainage, and by antiseptics. The complete evacuation 
of the sac is followed immediately not only by collapse of its sides, but by 
a shrinking which greatly reduces its superficies, and if it is kept empty 
and unirritated by the products of putrefaction, the patient is exposed to 
absolutely no morbid influence except such its may arise from the primary 
incision. The results of the drainage, under antiseptic precautions, ol 
large joints and cold abscesses in immediate proximity to the peritoneum, 
as well as elsewhere, are an assurance of the safety of similar drainage of 
an ovarian cyst, and the retardation of complete recovery by the per¬ 
sistence, for a longer or shorter time, of a fistulous opening, is a small 
price to pay for the greater freedom from risk. 

I can foresee only two other possible difficulties. They are: (1) Hemor¬ 
rhage into the sac from vessels of its wall, which have become distended 
in consequence of the withdrawal of pressure ; (2) obstruction of the 
intestines by the establishment of fixed relations between them and the 
anterior abdominal wall. So few sacs are vascular, that hemorrhage is 
not likely to occur ; and if it should take place it could be readily con¬ 
trolled, and, under antiseptic treatment, it would be free from its principal 
danger—that of absorption of the putrefied blood. Obstruction of the 
intestines would undoubtedly occur in a certain proportion of cases, but 
whether that proportion would be greater than under the present methods, 
experience alone can determine. That experience I cannot expect my 
own practice to furnish. If the facts here collected, and the arguments 
drawn from them, shall induce those whose opportunities are so much 
greater to give these suggestions a trial, my object will have been attained, 
and, I firmly believe, many lives will be saved thereby. 

In conclusion, the different points'I have sought to make may be for¬ 
mulated as follows :— 

1. The mortality of ovariotomy, in cases complicated by adhesions, is at 
the rate of almost 1 death in every 3 such cases; and is about twice as 
great as the mortality in cases not thus complicated. 

2. The principal causes of this mortality are shock, peritonitis, and 
septictemia, and may be attributed, in most cases, directly to rupture of 
the adhesions. 

3. This rate is not diminished by increased experience on the part of 
the operator, and there is no reason to expect that the methods now in 
use will ever yield a better result. 
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4. Permanent drainage of the sac offers a means of cure without rupture 
of the adhesions, and its mortality, when heretofore employed as a last 
resort in the so-called incompleted ovariotomies, has been 1 in 3 (Wells), 
or 1 in 6 (Pean). 

5. The success of vaginal drainage proves that drainage of a sac is not 
in itself as dangerous as ovariotomy even under conditions most favourable 
to the latter. 

6 . Abdominal drainage has a much larger field of application than 
vaginal drainage, and is free from the principal dangers of, and objections 
to, the latter. 

7. Adherent cysts, single or multilocular, should, therefore, be treated 
by permanent drainage through the abdominal wall, and not by ovariotomy. 

8 . Adherent cysts combined with solid tumours should, whenever pos¬ 
sible, be treated by a combination of ovariotomy with drainage ; the 
tumour being removed, and the adherent portion of the cyst being drained. 

9. The character of a cyst, the presence or absence of adhesions, can 
be determined by examination by the hand introduced into the sac. 

10. Therefore, the second step in every proposed ovariotomy should be 
to fix the cyst in the abdominal wound, open it, introduce the hand, and 
explore it from within. Upon the facts disclosed by that exploration the 
surgeon must decide whether to complete the ovariotomy or to substitute 
abdominal drainage. In cases in which this method of exploration is not 
effectual it must be supplemented by examination outside the sac, but this 
examination must be n real one, and not a successive rupture of adhesions 
as they are encountered. 

11. Full antiseptic precautions must be taken during this exploration,, 
and continued if drainage is established. 

Since writing the above, I have examined, with reference to the results 
of partial removal of the sac and drainage of the remaining portion, Fean’s 
statistics, published in his Lemons de Clinique Chirurgicale , Paris, 187G. 
These results are so notable a confirmation of the opinion expressed above 
concerning the value of this method, and are the outcome of so large an 
experience, that it has seemed best not to attempt to embody them in the 
text of the paper, but to add them as an appendix, in the hope that more 
direct attention may thus be drawn to them. 

The statistics comprise 221 operations for the removal of tumours from 
the peritoneal cavity through an abdominal incision. Of these, 190 were 
ovariotomies (speaking broadly), and 25 were for the removal of fibromata 
or fibro-cystic tumours of the uterus. In 29 cases, where the sac was ex¬ 
tensively adherent, or where there was no pedicle, the adherent portion of 
the sac, or the pouch left by enucleation (cases of cyst or tumour of the 
broad ligament), was fixed in the abdominal incision, and treated by 
permanent drainage. 
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Of these 29 cases 5 die<l, a mortality of only 17 per cent., the rest were 
cured, the fistulous opening persisting in some cases for months or even 
years; 14 were cysts of the broad ligament, and gave 11 recoveries and 3 
deaths. Of the remaining 15, 12 of which were real ovarian cysts, 2 fibro¬ 
cystic tumours of the uterus, and 1 an hydatid cyst attached to the vesico¬ 
uterine cul-de-sac, 13 were cured and 2 died. 

The details of the method employed by Pean may be gathered from the 
description of the treatment of the two fibro-cystic tumours of the uterus 
on page 703 : “ The non-adherent upper portion of the sac having been 
excised, the edge of the remainder, which formed a sort of purse, was 
sutured to the edges of the abdominal wound. The rest of the abdominal 
wound was closed in the usual manner, and two rubber tubes carried to 
the bottom of the sac to allow injections and the free escape of pus.” 

Such results as this should make a surgeon hope that, if he is to en¬ 
counter any adhesions, they may be strong enough to forbid complete 
removal, and force him to employ drainage. 

It is worthy of notice, too, that the cases which, in Pean’s opinion, 
called for this modification of the operation were about 1 in 7 of all cases 
operated on. 


Auticle VII. 

The Toiucal Uses of Euciot. By William C. Dabney, M,B., 
of Charlotteville, Virginia. 

In a recent number of the Journal de Therapeutique, M. Planat, of 
Nice, called attention to the use of ergot in acute ophthalmia. No 
doubt other physicians have used this agent in affections of the conjunc¬ 
tiva and other mucous membranes, but it is surprising that medical 
literature should contain so little on the subject. I propose in the present 
paper to consider some of the topical uses of ergot and the circumstances 
under which it seems especially applicable. 

The influence of ergot in causing contraction of the bloodvessels is too 
well known to need any comment, and I shall therefore say nothing as to 
its physiological action. M. Planat states that he has found ergotine to 
act equally well in acute and chronic ophthalmia. I have used it but 
little in cases of acute conjunctivitis, and was not altogether pleased with 
its action under such circumstances. It seemed to increase the irritation 
rather than to diminish it. In those cases, however, where the bloodves¬ 
sels were enlarged and tortuous, excellent results were obtained. I recall 
very distinctly the case of a little girl about ten years of age who bad 
been suffering for a week with conjunctivitis before I saw her. When 
she came to my office there was quite a free discharge of muco-pus from 



